Meigs' syndrome is a fibroma associated with ascites and/or pleural effusion and several cases have been reported in association with elevated serum cancer antigen (CA) 125 level. We report here on a 72-year-old woman who presented with palpable huge pelvic mass. Abdomen and pelvic computed tomography showed a heterogenous huge pelvic mass measuring 210× 110 mm with large amount of ascites. No pleural effusion was detected on chest X-ray. CA 125 level was 327 IU/mL. The patient underwent laparotomy during which a mass measuring 210× 110 mm was detected in her right ovary with 1,000 mL of ascites. Histology showed ovarian fibroma. We performed total abdominal hysterectomy with bilateral salpingo-oophorectomy. Postmenopausal woman with ovarian tumor, ascites, and elevated CA 125 may indicate malignant ovarian tumor, but Meigs' syndrome must be considered as differential diagnosis.
INTRODUCTION
Ovarian cancer is the second most common gynecologic malignancy and the most common cause of gynecologic cancer death in the United States. The majority of ovarian malignancies are derived from epithelial cells [1] . The remainders arise from other ovarian cell types like as germ cell tumors and sex cord-stromal tumors. Clinical presentations of ovarian cancer include palpable pelvic mass, pelvic and abdominal symptoms such as abdominal bloating, distension, urinary urgency, dyspnea, and pelvic pain.
Postmenopausal woman with adnexal mass, ascites, and elevated cancer antigen (CA) 125 may indicate ovarian cancer. But Meigs' syndrome must be considered as differential diagnosis. Meigs' syndrome is a benign disease that disappears after removal of the pelvic mass [2] . We report on a case of Meigs' syndrome caused by right ovarian fibroma with elevated serum CA 125 level in a postmenopausal woman. On physical examination, the patient had a body weight of 74 kg, a blood pressure of 150/100 mm Hg, a pulse rate of 110 beats/ min, a respiratory rate of 20 breaths/min, and a normal body temperature. Her abdomen was distended with dullness in percussion and a positive shifting dullness. On gynecological exam, a large pelvic mass was palpated in the right adnexa. Pelvic ultrasonography showed a solid mass measuring 210×110 mm in the entire pelvic area with ascites ( Fig. 1) . The contrast enhanced abdomen and pelvic computed tomography scan showed huge solid heterogenous mass and large amount of ascites (Fig. 2 ).
CASE REPORT
The patient showed hemoglobin was 10. We suspected on malignancy potential of pelvic mass, and a patient underwent explorative laparotomy. During surgery, a right adnexal solid mass measuring 210×110 mm without excrescences and without ruptured material was founded. Pelvic ascites (1,000 mL) was discovered and aspiration cytology was done. The uterus and left adnexa were normal. Frozen section of the mass was reported as benign ovarian fibroma. The bowels and omentums were grossly free of disease. Postoperative histology confirmed benign fibroma of the right ovary. After surgery, we checked CA 125 level on third postoperative day and it was decreased to 235 IU/mL. All symptoms were disappeared and the patient was discharged on the fifth postoperative day. She was very healthy on three months after discharge, and the level of CA 125 was normalized.
DISCUSSION
In 1934, Salmon described the association of pleural effusion with benign pelvic tumors [1] . It was not until the report by Meigs and Cass [3] in 1937 that widespread attention of the medical profession was drawn to the significance of pleural effusion and ascites in benign ovarian fibroma. Ovarian fibroma is found in 2% to 5% of surgically removed ovarian tumors, and Meigs' syndrome is observed in about 1%. Ascites is present in 10% to 15% of those with ovarian fibroma and pleural effusion in 1%, especially with large lesion. Fibromas are the most common of the sex cord-stromal tumors which are benign solid neoplasms, usually unilateral, that primarily occur in postmenopausal women [4] . On ultra-sound examination, an ovarian fibroma may appear as a mass that is either hyperechoic or hypoechoic, which may be calcified or exhibit cystic degeneration. Like our case, it can be looked heterogenous. Ascites is present in 10% to 15% of cases and hydrothorax in 1%, especially with larger lesions [5] . Meigs' syndrome includes a pelvic mass or benign ovarian tumor, ascites with or without pleural effusion, which all disappear after tumor removal [6] . Fluid accumulation is probably related to substances like vascular endothelial growth factor that raise capillary permeability [7] . Pseudo-Meigs' syndrome is a clinical syndrome of pleural effusion, ascites, and an ovarian mass that is not a fibroma or fibroma-like mass has been reported from a number of sources, such as leiomyomas, struma ovarii, mucinous cystadenoma, teratoma, and malignancies that are metastatic to the ovary like as colorectal cancer [8, 9] .
The most common treatment for an ovarian fibroma is unilateral salpingo-oophorectomy. For women who desire preservation of the ovary, an ovarian cystectomy may be performed with complete excision of the fibromatous tissue by laparotomy or laparoscopy [10] . The key diagnostic differential is to distinguish the low malignancy potential fibroma from the aggressive malignancy of ovarian fibrosarcoma [11] . So we performed total hysterectomy with bilateral salpingo-oophorectomy. Postmenopausal women with clinical symptom of palpable pelvic masses, ascites, pleural effusion, and elevated serum CA 125 levels probably have possibility of malignant ovarian tumors. However, Meigs' syndrome also has to be the differential diagnosis in this situation. . 2. (A, B) The contrast-enhanced abdomen and pelvic computed tomography scan showed solid large pelvic mass (arrow) and ascites (arrow head).
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